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Robert Abhe, M.D., President, in the Chair. 


ANKYLOSIS AT ELBOW IN EXTENSION FOLLOWING 
FRACTURE AND UNREDUCED DISLOCATION; 
ARTHROTOMY. 

Dr. Charles A. Powers presented a boy, nine years of age, who 
had been brought to him for treatment six weeks after he had sustained 
an injury at the left elbow. The patient’s forearm was held in com¬ 
plete extension by ankylosis at the elbow where there was considerable 
callus, and a backward dislocation of the ulna. After arthrotomy the 
callus was chiselled away; the coronoid process of the ulna was 
broken off and turned up into the sigmoid cavity, lying between the 
olecranon and the lower end of the humerus ; after the removal of this 
detached process the reduction of the dislocated ulna was easy; the 
wound was closed without drainage; uncomplicated healing occurred; 
at the end of five weeks, when dressings were dispensed with, motion 
at the elbow through an arc of ten or fifteen degrees was possible ; at 
the end of four months, when the |>atient was presented, there is pos¬ 
sible flexion to about a right angle, and extension to about 150°. 

Dr. Powers raised the question whether treatment of fractures 
at the elbow in the position of complete extension is ever proper. 
He reminded the Society that Allis, of Philadelphia, had urged the 
method of treatment in extension strenuously, and a year or two ago, 
Dr. Roberts, of the same city, had written an article upon the subject. 
It seemed to him that the method is not to be recommended to the 
general practitioner, or those who are not in the habit of seeing a 
great many cases. Within the last two years two cases had come 
under his observation where fracture at the elbow had been treated in 
complete extension with the result of almost entire disability, so that 
in both cases arthrotomy had to be performed. 
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Dr. Gf.rster took exception to the criticism passed by Dr. 
Powers upon the method of treatment by fixation in extension. Not 
that he was an advocate of this method, but because the case related, 
and others more or less like it, prove that the patient would have been 
just as badly off had the arm been put up in the flexed position. As 
long as reduction of the fragments which have been displaced has not 
been effected, the manner in which the dislocated member is put up 
has little to do with the result. The result is bound to be a bad one, 
and therefore to pass criticism upon the position alone is not proper. 
He believed that every one of the different forms of treatment could 
give good results when applied in suitable cases. On the other hand, 
he was convinced that there are a number of cases of injury of the 
elbow-joint in the treatment of which good results will not be obtained 
either in the flexed or extended position. That it is especially true 
when the case comes late to the surgeon, who finds great swelling and 
conditions in which it is impossible to determine the extent of the 
injury and of the displacement of the fragments. There is then but 
one reliable way, namely, to cut down, ascertain the exact condition 
of things and correct it. He was reminded of several cases in his 
own practice, in which fracture of the elbow had been diagnosed, in 
some the limb having been fixed in extension, in others in flexion, 
with a satisfactory result so far as this was possible with fixation, but 
in at least two cases he had cut down and found the trouble to be due 
less to fracture than to dislocation. This mistake in diagnosis, mis¬ 
taking dislocation for fracture, is, he believed, not infrequent. 

Dr. McBurnev remarked that those who recommend the straight 
position in the treatment of these injuries are bound to prove that 
their method possesses distinct advantages, for other things being 
equal we may fairly insist upon the propriety of putting the limb up 
in that position, in which, should ankylosis take place, it will be most 
useful. We see constantly limbs treated in a position for which there 
has been no particular excuse except that it has been voluntarily 
assumed by the patient. In rheumatism and other diseases of the 
joints, as well as after injuries, the limb can be treated in a position 
in which, should ankylosis follow, it will be very useful. On the 
other hand, if the knee were fixed with the leg at a right angle with 
the thigh, the limb would be practically useless in the event of anky¬ 
losis. From experience on the living and dead subject, he was satis¬ 
fied that the best results are obtained when the arm is put up in the 
flexed position at an angle a little less than a right angle. 
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Dr. Willy Meyer said that several years ago Dr. Powers recom¬ 
mended treatment of fractures at the elbow with the arm flexed at a 
right angle, leaving the splint on three or four weeks. He stated he 
had seen excellent results from this procedure. He had treated 
one case of fracture of the external condyle without dislocation in 
that manner, and he knew that ankylosis ensued. He believed that 
the best treatment is not fixation, for so long a time in either the 
flexed or extended position. The best method seemed to him still to 
be the old one recommended and practiced by the late Professor 
Busch, of Bonn, who put the limb up for ten days in the position of 
about 120 0 , then flexed it to a sharp angle, and thus retained it for 
another ten days. On the twentieth day after the accident the arm 
is stretched to 180°, very gently and, if necessary, under anaesthesia. 
On the twenty-eighth day the last splint is removed and the patient 
made to use his arm. But also after this treatment now and then a 
certain amount of stiffness remains. 

Dr. Aobe said that only the day before he had seen a case in 
which a dislocated elbow had been dressed in the straight position by 
an able physician. The tumefaction was so great that the real 
condition of the injury could be determined only under ether. Re¬ 
duction was easily effected. He was convinced then, as he had 
often been before, that the frequent advice that surgeons treat injuries 
of the elbow with the arm put up in the extended position, should be 
corrected, for it seemed to him a most dangerous and unscientific 
method of treating fractures or dislocations at the elbow. 

Dr. Powers thought that if the general practitioner were taught 
to put the arm up at a right angle it would be much safer than to put 
it up in the extended position. It was not so particular, however, 
whether the. angle were a right angle or a little greater. He had of 
recent years had no case in which ankylosis had taken place after 
treatment conducted by himself. 


LATER CONDITIONS OBTAINED BY WITZEL’S METHOD 
OF GASTROSTOMY. 

Dr. Willy Meyer presented again the man whom he had shown 
at the May meeting 1 of the Society, in order to illustrate the result 
of gastrostomy by Witzel’s method, seven and a half months after 


1 Annals of Surgery, November, 1893, p. 555. 
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the operation, which had been performed on April 13. The case 
showed the success of this method of feeding through an opening 
into the stomach, without regurgitation or leakage of food. At first, 
the canal through which the tube was introduced traversed the abdom¬ 
inal walls very obliquely, but with the lapse of time the external and 
internal openings had approximated each other until they were nearly 
in line, yet leakage had not taken place. The tube was removed for 
demonstration, and the patient then ordered to cough as hard as he 
could. He had been fed about two hours before. The canal proved 
absolutely closed. It was impossible to state the exact pathological 
character of the stricture of the oesophagus. Originally it had prob¬ 
ably been syphilitic, but it was not unlikely a malignant element had 
become engrafted upon it. There was a history of syphilis having 
been contracted thirty years ago, and of intermittent cesophageal 
stricture the past three and a half years. 


BILATERAL DISLOCATION OF THE INFERIOR MAXILLA 
OF 136 DAYS’ STANDING. 

Dr. Charles A. Powers presented a young woman, seventeen 
years of age, who awoke, January 4, 1892, to find that her mouth was 
open, and that she was unable to close it. She had had toothache a 
day or two, but was not conscious of the jaw having slipped out of 
place. Directly afterward she went to a number of dentists, but they 
were unable to do anything for her. At the end of 136 days she was 
brought to him. He found a forward dislocation of the lower jaw 
to be present; the incisor teeth could not be brought within a centi¬ 
metre and a half of each other. On May 19, 1892, while the patient 
was under the influence of ether, a speculum was placed between the 
posterior molar teeth, and forced open, a piece of wood was intro¬ 
duced, and by manipulation, extending over about twenty minutes, 
the dislocation was finally reduced. The lower incisors, however, 
still rested a little in front of the upper, due, apparently, to slight 
thickening in the glenoid fossa. A plaster-of-Paris bandage was 
applied, and left on for four weeks, the patient being fed meanwhile 
through the nose. The splint was then removed, restoration of func¬ 
tion commenced, and is now complete. The luxation has not recurred. 

After a casual glance over the literature he had been unable to 
find a case of reduction by manipulation after so long standing. The 
longest found was 100 days. 
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EXTENSIVE DESTRUCTION OF FACE BY CARCINOMA; 

ARRESTED BY OPERATION; DEFORMITY RELIEVED 
BY ARTIFICIAL NOSE. 

Dr. Willy Meyer presented a woman who had come under his 
care for extensive malignant disease of the face, at the Skin and Can¬ 
cer Hospital, about one year previously. A large ulcerating epi¬ 
thelioma of eighteen years’ standing then occupied the entire nose, the 
inner half of the right eyelids and conjunctiva, a large portion of the 
right cheek and part of the upper lip. To save the left eye, the growth 
was cut out within healthy tissue. Then rneta- and cheiloplasty was 
done by turning down a large flap from the right temple. It covered 
the eviscerated orbit, and reached to the border of the apertura nasi. 
The secondary defect was at once grafted upon according to Thiersch. 
Of course, there was no material in the patient’s face for rhinoplasty. 
Everything healed nicely. After proper time had elapsed the second 
part of the operative plan was carried out. Dr. Tetamore, of Brook¬ 
lyn, an expert in making facial protheses, was consulted, and he made 
of papier-mache a very good artificial nose, with an attachment to 
cover the portion of the flap, which occludes the orbit. On it an eye 
is painted. The entire apparatus is fastened on a pair of spectacles, 
which is held by a rubber-cord around the occiput. The patient’s 
appearance is almost natural. The case well demonstrates that even 
such far-advanced cases can be successfully operated upon, also with 
a good cosmetic result, if we make use of such an artistically worked- 
out facial prothesis. 


OPERATIONS FOR TOTAL PROLAPSUS OF THE UTERUS 
AND RECTUM. 

Dr. Kammerer showed a case of a woman of thirty-six, who 
had suffered from total prolapsus of the uterus, and of the rectum. 
The operations were done in two terms: First, the rectum was operated 
upon by 'Roberts’ method; the rectum protruded from the anus for 
about five inches, could be easily replaced, and when in this condi¬ 
tion, the entire hand, excepting the thumb, could be easily introduced 
into the bowel. There was no action of the external sphincter. An 
incision was carried in the middle from the coccyx to the anal orifice, 
and the operation was further done in the same manner as the one 
described at the meeting of this Society of October 28, 1891. This 
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time two-thirds of the sphincter was excised, which was four inches 
long, and was the base of a horseshoe-shaped excision of the poste¬ 
rior rectal wall, measuring five inches in length. As in his previous 
case the rectal wall was sutured with a running catgut suture, and the 
superincumbent soft parts with catgut, and finally with deep silkworm- 
gut sutures. At the point of the coccyx a small piece of gauze was 
pushed underneath the latter, and removed after several days, when 
primary union seemed sure to occur. After eight days the bowels 
were carefully moved with oil and water. About six weeks later 
abdominal hysterorrhaphy was done, and the uterus attached to the 
anterior abdominal wall by three silkworm-gut sutures. The patient 
also made an excellent recovery from this. The speaker had lately 
seen the patient operated on two and a half years ago, and he had 
had no recurrence of his old trouble. The patient shown to-day had 
been up for two months, and had had no return. Her bowels are 
moved every day without enemata. There seems to be no power 
over the external sphincter, a condition which was well marked 
before the operation, but the patient has suffered no discomfort from 
this. 

The speaker knew of four cases: One of Dr. Roberts’, one of 
Dr. Bell, and his own two. In all the results had been very gratify¬ 
ing. The operation was one attended with considerable hemorrhage 
in large prolapsus, and was one that demanded careful preparation of 
the patient, and accurate suturing, but it seemed to compare favorably 
with the other methods for prolapse. 


EXTENSIVE SARCOMA OF THE SUPERIOR MAXILLA; 

NO RECURRENCE THREE YEARS AFTER 
REMOVAL. 

Dr. Charles McBurnev presented a woman, fifty-three years 
of age, from whom, in November, 1890, he had removed a malig¬ 
nant tumor of the left upper jaw, which had caused the cheek to 
project prominently. The skin was discolored from tension. The 
left hard palate had entirely softened, so that a needle could be 
thrust through it at any point. The left nostril was full of vascular, 
readily bleeding tissue, and there was more or less prominence 
beneath and external to the malar bone, showing that the disease 
extended well out in that direction. The diagnosis was osteo-sar- 
coma of the upper jaw. The growth was exposed by an incision 
16 
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along the nose, through the lip and under the eye. The disease 
proved to be so extensive that the incisions were necessarily very 
free. The whole left upper jaw was removed, together with most of 
the bony floor of the orbit. The diseased tissue extended beneath 
the malar bone and a considerable distance beyond it. All recog¬ 
nizable diseased tissue was removed. Recovery from the operation, 
however, was excellent, and the patient had remained absolutely free 
from any sign of recurrence. The tumor was examined and pro¬ 
nounced to be an osteo-sarcoma of the round-celled variety. 

Curiously enough, the patient, who was treated for a long time 
by a specialist for ordinary polypi of the nose, has recently developed 
an ordinary mucous polypus in the other nostril. 


HAEMORRHAGE DURING STAGE OF REACTION IN A 

WOUND MADE FOR LIGATION OF THE SUPER¬ 
FICIAL FEMORAL ARTERY. 

Dr. Arpad G. Gf.rster presented a patient, the chief inter¬ 
est in whose case, he stated, centred in the peculiar history following 
operation. The patient, a man, twenty-seven years of age, was 
admitted to the German Hospital in July, 1893. Aside from the 
fact of a very well-pronounced aortic insufficiency and regurgitation, 
and very well-pronounced atheroma of all the vessels, there was 
found at the middle portion of the calf a rather large pulsating 
tumor, which could not but be diagnosed as an aneurism of the pos¬ 
terior tibial artery. As the skin over the tumor was changing in 
color, and the tumor itself was painful, operative interference was 
advised to prevent rupture of the aneurism, which was threatened. 
On July 6, deligation of the superficial femoral artery in Scarpa’s 
triangle was done. As before the operation, on pressure, so after 
deligation of the artery, the pulsation in the tumor ceased immediately, 
and inasmuch as the patient’s vessels were so very brittle, ordinary 
ligature in continuity was not deemed sufficient, but two ligatures an 
inch distant from each other were applied, and then the artery was 
divided between them, permitting both ends of the artery to retract. 
The ha:morrhage during the operation was unusually slight, so that 
not a single artery forceps had to be used. The wound was so dry 
that closing it by suture, without providing for drainage, was con¬ 
sidered admissible. The limb did not show disturbance of the circu¬ 
lation immediately after the operation ; it did not become cold, and 
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it was treated just as usual by elevation and cotton wrapping. On 
examining the dressing the next day it was found that blood in con¬ 
siderable quantity was oozing from the wound. The circumference 
of the thigh had increased considerably, causing marked distention. 
The fine catgut sutures had given way, and the wound was filled with 
fresh blood-clot, while serum was oozing out in considerable quan¬ 
tity. The excitement of the entire circulatory system of the patient 
was at that time so pronounced that the pulse in the small arteries 
was very distinct, while that of the external femorals was enormous. 
Apprehension was felt, therefore, that a ligature had cut through, 
and that secondary haemorrhage was imminent. Yet as no haemor¬ 
rhage was going on at that time, Dr. Gerster contented himself with 
applying an elastic ligature above, as high up as possible, leaving 
it loosely in situ, and putting an extra nurse to watch the patient con¬ 
tinuously, with instructions to tighten the ligature in case haemor¬ 
rhage should recur. All apprehensions as to the possibility of sec¬ 
ondary haemorrhage were not quieted, however, until a fortnight after 
the operation. It is well known that as to secondary haemorrhage 
the time of greatest danger is about the tenth day, and as trouble was 
confidently expected it was decided to inspect the wound on the 
seventh day, and, in order to be prepared for any emergency, the 
patient was anaesthetized while the clot was being cleared away from 
the wound. The pulsating impulse of the stumps of the artery was 
then observed, but nothing was found indicating immediate danger 
of haemorrhage. Dr. Gerster was very glad not to be compelled to 
interfere, since, if the artery had been deligated higher up, there 
would have been liability to recurrence of the same danger. The 
swelling of the limb, which was due to infiltration o! the subcuta¬ 
neous and intermuscular tissues with blood, gradually diminished, the 
blood became absorbed and the patient made an excellent recovery. 
The aneurism ceased to pulsate, and the patient was discharged cured 
August 23, 1893. 

Dr. Gerster emphasized the fact that within a few hours after 
ligating the femoral artery considerable arterial haemorrhage took 
place into the wound. It can be safely assumed that this hremor- 
rhage did not take place from the severed arterial trunk either at its 
proximal or distal end. Had it been from the stump there is no 
doubt it would have been a great deal more violent than it was, and 
probably fatal. As not a single vessel bled during the operation, 
the subsequent haemorrhage could not have taken place from any 
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vessel cut at that time which might not have been tied, so that it 
does not seem probable that it came from a small atheromatous vessel 
from which a thrombus was thrown out during the excitement of the 
vascular system following the operation. Since apparently not a 
single small vessel was injured by the knife, there is no choice but to 
assume that the hamiorrhage must have taken place from one of the 
vasa-vasorum. 

Dr. McBurney remarked that it did not seem to him that in the 
history given there was sufficient ground for reaching the conclusion 
that the hamiorrhage had come from the vasa-vasorum. He saw no 
reason why the haemorrhage could not have come from divided blood¬ 
vessels in the superficial parts. These vessels, not having had to 
carry much blood, could very easily hold a small thrombus until the 
main current having been shut off in the femoral, the pressure upon 
the anastomotic channels became stronger and stronger and the 
thrombi in the smaller vessels were driven out and bleeding ensued. 

Dr. Gekstf.r rejoined that his conclusion was not a positive one. 
He should have said that when he incised the vessel a little hemor¬ 
rhage took place from the sheath, and inasmuch as the clot which was 
found afterward extended down to the bottom of the wound he sus¬ 
pected—and that is all he wished to put upon record—that the 
hemorrhage came from the vasa-vasorum. But, of course, the 
explanation which Dr. McBurney makes is plausible—that some small 
vessel was cut which did not bleed at the time of the incision, but 
which did bleed subsequently. 


GANGRENOUS CHOLECYSTITIS, WITH REPORT OF A 
CASE. 

Dr. L. W. Hotchkiss read a paper upon this subject (see page 
i97> 

Dr. GERSTERsaid that, although he had never had an opportunity 
of observing gangrenous empyema of the gall-bladder, he had seen 
two cases of acute suppuration of the gall-bladder, in both of which 
there must have been in existence a chronic inflammatory process 
before the acute one was set up. One occurred in an elderly man 
who had been suffering from chronic bronchitis many years, which 
caused him to cough a great deal. All this time he had complained 
to his family physician of a pain located in the right side of the 
abdomen. After having suffered a long time from these indistinct 
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pains caused by co’.ghing, he suddenly fell ill with very high fever 
and symptoms of peritonitis. Dr. Gerster having been called in, 
found in the right hypochondriac region a very distinct globular 
tumor, painful on pressure. An incision was made and an enor¬ 
mously-distended gall-bladder was exposed. While this was not then 
gangrenous, he had no doubt that, but for interference, such a con¬ 
dition might have soon developed. Only one stone was found, which 
was impacted in the cystic duct, and some difficulty was experienced 
in dislodging it. It was evident that the stone had been free in the 
gall-bladder, during which time the man had only suffered from colic 
of cholecystitis, but as soon as it had entered the duct the symptoms 
took on a serious turn owing to retention and the development of 
abscess of the gall-bladder. 

The second case occurred in a woman. A number of stones 
were found in the gall-bladder, one rather large one being impacted 
in the cystic duct. In this case, as in the first one, the walls of the 
gall-bladder were very thick, indicating that a chronic inflammatory 
condition must have existed a long time before the stone became 
impacted in the cystic duct and gave rise to acute suppurative inflam¬ 
mation. He believed these cases to be exceedingly dangerous, and 
to require prompt surgical interference. 

Dr. Wii.lv Meyer said that during the last summer he was called 
by a colleague to see a lady, fifty-four years of age, who had suddenly 
been taken sick with an acute intra-peritoneal trouble four days before. 
At first it had seemed to her physician that the case was one of 
appendicitis. But more pain soon developed at the seat of the gall¬ 
bladder, the temperature rose to 103 0 , the pulse to 112, and con¬ 
siderable tympanites developed. On making an incision along the 
border of the right rectus muscle the gall-bladder soon came into 
view. It was not much distended, but a number of abscesses pre¬ 
sented themselves in its highly-inflamed walls. The case was one of 
acute empyema of the gall-bladder and phlegmon of its walls. A 
deposit of thin pus was found in the adherent omentum. It was 
carefully mopped away. The gall-bladder did not project from the 
abdominal incision, and it was only with great difficulty that, after 
tapping and aspiration, a portion of its upper surface was lined with 
peritoneum. At two spots, where the purulent deposits in the wall 
were especially marked, tampons of iodoform gauze were introduced 
into the peritoneal cavity. Then the bladder was incised, a number 
of small stones removed and drained. Probing of the cyst and 
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common ducts show ed no obstacle. On the second day after the 
operation bile flowed freely out of the incision. There had never 
been jaundice. 

The patient died on the fourth day after the operation of pro¬ 
gressive peritonitis. 

In this case, as in another similar one which lately came under 
his observation, there had been considerable pain at McBurney's 
point, which might have led one to make a diagnosis of appendicitis, 
but on deep pressure the fact was brought out that the seat of greatest 
pain was located in the region of the gall-bladder. 

Dr. McBcrnev had never seen gangrenous cholecystitis, although 
he had operated a number of times on the gall-bladder. He hardly 
knew how to explain the fact that it is not met with oftener, since in 
the case of the vermiform appendix gangrenous inflammation is not at 
all infrequent. He suggested as an explanation the density, tough¬ 
ness and non-vascularity of the gall-bladder walls. In the case of the 
appendix the opposite conditions prevail—the walls are often not 
hardened by old disease, but are soft and vascular, and the vessels 
become plugged with bacteria at an early stage. As the active factor 
in the case of the gall-bladder we have interference with drainage, 
and in the case of the appendix also absence of drainage, but in 
addition the rapid multiplication of bacteria. 

Dr. Auiif. said that extreme toughness of the walls of the gall¬ 
bladder is hardly universally prevalent. The bladder walls have their 
various layers—mucous membrane, cellular, muscular and peritoneal 
—which frequently become the site of phlegmonous inflammation. 
A striking illustration of this he had seen in a lady who, twelve 
hours before he saw her, was taken with a very acute attack of 
phlegmonous inflammation of the gall-bladder, the visctts containing 
about two tumblersful of fluid and seventeen stones. As soon as it 
collapsed after puncture the different layers of its wall could readily 
be made out, the cellular layer permitting the muscular and mucous 
layers to freely slide upon each other. It would seem, then, that 
usually there is less disposition in the inflamed gall-bladder to choke 
off the circulation in its arteries than is seen in the appendix, for 
example, where the one supplying artery being obliterated gangrene 
follows. But in Dr. Hotchkiss' case there was an abnormal circular 
constriction and lymph infiltration, which, it would seem, was 
sufficient to choke off the circulation from that extremity of the 
viscus. It must be a very rare condition, else more cases of gangrene 
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of thejgall-bladder would have been seen among the numerous cases 
which have of recent years been operated upon. It seems unwise to 
burden the nomenclature of liver surgery with the name “gangrenous 
inflammation," which has not been known to occur except in this 
one illustration in an anomaly. He had had occasion to operate 
in another case of acute suppuration of the gall-bladder, there 
having been a cancerous nodule in the common duct which caused 
obstruction and inflammation. In that case the entire walls of the 
bladder were thickened and suppurating, but no sign of gangrene was 
present. 



